Introduction: The purpose of this study was to describe cultural health beliefs, practices, and experiences with professional health care in the United States by migrants from the Dominican Republic because their practices are largely unknown to professional providers. Method: A qualitative descriptive design was used, guided by Leininger's culture care theory and four-phase analysis method with a convenience sample of 15 self-identified migrant Dominican adults in three interpreterassisted focus groups, in a familiar apartment. Results: The following four themes emerged: Stress affects health and wellbeing, family support and faith in God are essential, use of folk care and professional care to treat illness and maintain health, and access to care, cost, communication and expressions of caring practices affect perceptions about the quality of professional care. Discussion: Results informed development of specific strategies to provide culturally responsive care and risk-reduction interventions that promote health and improve quality of care in the Dominican community.
Introduction
Dominicans comprise one of the rapidly increasing migrant groups in the Northeastern United States. The foreign-born population of Dominican-origin living in the United States grew by 171% up from 362,000 in 1990 to 982,000 in 2013. About 8 in 10 Dominicans (79%) live in the Northeast, and nearly half (47%) live in New York (Pew Research Center, 2015) . There is a higher prevalence of diabetes, hypertension, and obesity in first-generation Dominicans, compared with other Latino populations living in New York City (Getaneh, Michelen, & Findley, 2008) . It is reported that all migrants to the United States are healthier in their country of origin (Piccolo, Subramanian, Pearce, Florez, & McKinlay, 2016) . In fact, studies comparing migrant populations with native populations reveal a consistent linkage of type 2 diabetes with the American lifestyle (Montesi, Caletti, & Marchesini, 2016) . For example, diabetes is a leading cause of death in the United States, and all minority groups for which data exist, have a higher prevalence of diabetes than do residents in their countries of origin (National Center for Health Statistics, 2017) .
The studies done in New York City indicate that migrant Dominicans make adaptive changes in their health practices in the United States, but their generic (folk) care is largely unknown to people outside their community (Vandebroek & Balick, 2014) . When migrants seek professional health care that is unfamiliar to them, such as rural Dominicans who migrate to urban areas of the United States, they may perceive that their own cultural beliefs and practices are not well understood or respected by "outsiders" or "others," such as health care providers, and this factor may contribute to health disparities (Bauer & Guerra, 2014) . In addition, clinicians may have limited knowledge about unique cultural health beliefs and practices that can present barriers for migrant clients seeking professional care (Bauer & Guerra, 2014) therefore, more culturally specific research with Dominicans is needed.
Several studies reported the use of medicinal plants prescribed by Dominican healers in New York City (FughBerman et al., 2004; Ososki et al., 2002; Vandebroek et al., 2010) . Ososki et al. (2002) documented changes in plant use as people migrate to urban centers where they are surrounded by diverse cultures, healing systems, and new environments. Bauer and Guerra (2014) found generic folk care users also used religious practices and suggested that this is a less expensive way for migrants to treat health problems. It is also possible that some migrants who are not satisfied with 801967T CNXXX10.1177/1043659618801967Journal of Transcultural NursingSobon Sensor research-article2018 1 Seton Hall University, South Orange, NJ, USA 2 Rutgers University, Newark, NJ, USA aspects of the U.S. health care system will increase their reliance on traditional medicines (Piccolo et al., 2016 ). Leininger's (1997) culture care theory of diversity and universality guided this study because the central purpose of the theory is to discover, document, interpret, explain, and predict some of the multiple factors influencing care from an emic (inside the culture) and etic (outside the culture) view as related to culturally based care. This research study was approved by the institutional review board of Seton Hall University.
There is no research about the migrant Dominican experience with professional health care in the United States. This study explored both the health-related beliefs and practices and the experience with health care of Dominican migrants in their new environment and gives voice to their own perspective of American health care. The knowledge gained from this study may be beneficial in planning culturally specific risk-reduction interventions for migrant Dominicans related to known health disparities.
Methodology
This study had a qualitative descriptive design using focus groups to discover the perspectives and experiences of migrant Dominicans on health and health care in their own voice, assisted by trained bilingual (Spanish and English) interpreters. According to Sandelowski (2000 Sandelowski ( , 2010 , the qualitative descriptive method is useful in exploring the lived experience in a natural state and is consistent with the aim of this study, which seeks to describe the health-related beliefs, practices, and experiences of migrant Dominicans living in the United States. Focus groups explicitly use group interaction to produce data that would be less accessible without the interaction found in a group (Morgan, 1997) . Group interaction allows participants to give information, express opinions, brainstorm, and validate information given by others in the group. It allows the participants to tell their stories in a way that is natural and comfortable for them, in the company of others (Morgan, 1997) .
Participants and Setting
Inclusion criteria for participants were age 18 years or older; self-identified as a person from the Dominican Republic living in the United States for at least 6 months; willing to share information and knowledge of Dominican beliefs, practices, and experiences related to health promotion and treatment of illness; and agreement to participate in two or three focus group interviews. Participants were recruited from a senior apartment building in a predominantly Dominican neighborhood and from the surrounding community using snowball technique. A convenience sample of 15 people who met the inclusion criteria consented to participate in the study. Table 1 presents the demographic characteristics of participants.
Procedure
Three interpreters who were fluent in English and Spanish were carefully selected to assist the researcher. They were considered experts in Dominican culture and language and also acted as cultural brokers. One native Dominican interpreter migrated to the United States when she was 18 years old. One Puerto Rican interpreter had been the director of the Catholic Charities clinic in the community for 8 years before the clinic was closed. Another Puerto Rican interpreter lived in the community and had a social relationship with Dominicans in the neighborhood. All three of the interpreters were graduate nursing students who were interested in the research process. These interpreters facilitated acceptance and trust for the researcher who was culturally and linguistically different from the participants (Jentsch, 1998) . They played a key role in recruitment, enhancing the credibility of the research team and providing information about cultural sensitivities to the researcher (Halcomb, Ghlizadeh, DiGiacomo, Phillips, & Davidson, 2007) .
The interpreters were trained in discussing the purpose and objectives of the study, interactive qualitative interviewing techniques, and ethical procedures, including informed consent and confidentiality. Each interpreter had a completed a web-based training program for protecting human research participants and signed a confidentiality agreement before the interviews began. In addition, the researcher provided training specific to this study's protocols.
Data Collection
Fifteen Dominican migrants participated in one or more of the three focus groups, depending on their availability. Focus groups were conducted over a period of 3 months in an apartment in the senior building that was chosen by participants for their convenience and safety. The focus groups started with introductions of participants and the purpose of the meeting. Focus groups were conducted in Spanish by one interpreter, and the participants' responses were verbally interpreted in English to the researcher by the second interpreter. This aided comprehension of the ongoing dialogue and allowed for a more natural flow of conversation, with minimal interruptions for translation. The participants were eager to share their experiences and engaged in a lively discussion, leading to in-depth exploration of the topics introduced and moderated by the researcher. Each focus group lasted about 2 hours and was audiorecorded with permission from the participants. Guiding questions (see Table 2 ) were used to ensure consistency of the data elicited from different groups.
Participants had varied educational and literacy levels; therefore, study protocols were conducted orally in Spanish, including the explanation of the study, informed consent, demographic data questionnaire, and focus groups. This protocol eliminated the differential impact of education and literacy on participants' responses. Study forms were assigned numerical codes in lieu of participants' names. Participants' names and contact information were only known to the interpreters who contacted them regarding the schedule of focus groups and to give them $25 gift card at the end of the study as an incentive for participation. All participants were given a written copy of the consent form in their preferred language.
Data Analysis
The focus group data were transcribed from the audiorecorded responses in Spanish to the contextualized meanings in English by the interpreters. A second interpreter compared the English transcripts with the Spanish audiorecordings to validate the accuracy and contextual meaning of the translation. The transcripts were reviewed using content analysis and theme analysis guided by Leininger's (2001) phases of ethnographic and ethnonursing data analysis. Data were analyzed according to Leininger's four-phase method. Table 3 presents the outcomes of each phase. In Phase 1, raw data were collected from demographic surveys and focus group responses. During and after each interview, the researcher made detailed field notes and analytic memos of her observations about the participants' nonverbal behavior in context and the group dynamics relative to the discussion. The researcher held debriefing sessions with the interpreters immediately following each focus group to validate her observations and discuss ways to improve the next session. Some questions were reworded to generate more discussion or further explore specific topics. Other improvements were related to group dynamics and isolating smaller groups for more in-depth discussion. In Phase 2, the data were reviewed for common words, phrases, themes, and contexts. The data were coded and put into categories related to the research questions. Twelve categories of data descriptors were identified. In Phase 3, the 12 categories were scrutinized in context to discover saturation of ideas and recurrent patterns of similar and different meanings and explanations. It was determined that sufficient focus groups had been conducted when data saturation was achieved with the three groups, as no new information emerged from the discussions, and there was redundant information among the groups (Halcomb et al., 2007) . Validation of the researcher's interpretations of the data was ongoing throughout the entire three phases using the transcripts and field notes. In Phase 4, four major themes were developed and abstracted from the recurrent patterns and analyzed for their congruence with findings from the literature. Research findings and recommendations emerged in this phase.
Results
Four themes were identified and are presented with supporting responses from participants. The participants varied widely in age, education, household income, and the length of time lived outside their native Dominican Republic, yet all shared similar health beliefs and practices.
Theme 1: Stress Affects Health and Well-Being
The participants compared their life in the Dominican Republic with life in the United States and indicated that the change was a major source of stress. Two female participants agreed:
Here, you don't have help. You're working, you come back home and you're still working because you are cleaning, you are taking care of the kids, taking care of your spouse and you're stressed. You have a constant stress level, and you add that stress to your heart, your high blood pressure, and everything has to do with your nervous system and you start getting fibromyalgia, and you start getting all kinds of different things that leads to other problems! So, that's an important factor related to health that I think has a lot to do with the lifestyle.
When I was in my country, I was used to walking in the park. I didn't maintain a diet per se, but I had a more regular and relaxed life. Here I must work sitting down, something I was not used to. Sitting is sedentary, in addition to closing our doors and being indoors due to a long winter which is a big difference that we experience when we come here. The participants clearly articulated their belief in the negative impact of stress on their health and identified some strategies for coping. They strongly believed that good health was related to lifestyle and quality of life that could be maintained by nutritious food, and a balance among work, recreation outdoors, and adequate rest. They felt that they could minimize stress with lifestyle changes, by eating wholesome and nutritious food in proper amounts, feeling satisfaction from being productive in work, and leading an active life.
Theme 2: Family Support and Faith in God Are Essential for Healing and Promoting Health and Well-Being
The participants spoke of the power of prayer, and their relationship with the priest as ways to promote healing and well-being. Participants spoke of the value of familismo (family) in the Dominican culture. Clearly, the presence of family is part of the healing process for them. Family includes the community as well as blood relatives. The following statements describe the importance of family relationships for the participants:
Health begins with the love and support of family.
One of the strongest forces between us that we share as human beings is unity of family.
My treatment (for cancer) is the support and love that my family gives to me.
Faith in God, religious beliefs, and prayer gave these participants a sense that they were protected and not alone in their physical challenges. If they experienced illness, they were willing to choose healthy behaviors to help God to heal them, if that was His will. Some had powerful neardeath experiences and felt no fear, only stronger faith that death would bring a peaceful eternal life, as promised by their faith. Faith helped them to accept that illness is a test from God and that they must help God with his plan for them. They preferred the priest as an advisor and counselor over a professional because they felt a stronger connection with the priest and believed that he knew them and their circumstances better than anyone else. These statements describe some of their health-related beliefs and practices:
If you are going through an experience that is not good right now, health-wise, it must be because there is a purpose, a divine purpose of some sort. We accept it. And we go through it, with strength, and a positive train of thought. We have faith that God will put us through the right paths and help us get better, and we actually start contributing to being more healthy. We believe that God will give us health, and will look after us, therefore, we are just going to let things be, and help God by maintaining a healthy lifestyle, and eating right, doing the exercise and consulting the priest, and consulting the doctor, and have that faith. The participants reported the use of natural home remedies as the primary source of promoting health and treating illness both in the Dominican Republic and after they settled in the United States. They valued natural remedies, such as medicinal teas from family recipes, and prayers, over pharmaceutical drugs that were often prescribed by doctors in the United States. They were willing to risk legal consequences to obtain them from the Dominican Republic. Some described smuggling medicinal herbs through U.S. customs and being detained and fined when the plant substances were discovered and confiscated at the airport. Some of the participants believed in magico-religious or spiritual/mystical practices to cure illness, but they guarded the information from being revealed in the focus groups. When the topic of voodoo came up, it was obvious that the participants did not want to discuss it because they suddenly made excuses to leave or said they knew some people believed in it, but they themselves could not tell me anything more.
In Dominican culture, we go to the doctor as a last resort. We believe in God and faith, and we call an aunt or grandmother for home remedies. If it doesn't work, we go to the doctor for a prescription.
Remedies are passed down from generation to generation, like a chain, link to link.
Theme 4: Perceptions About Quality of Professional Care Are Affected by Access to Care, Cost, Communication, and Expressions of Caring Practices
It was stated that some people in the community do not know where they can go for care, especially mental health services, and that some need help to pay the cost of services. The participants expressed a desire for consistency in accessing interpreters and assistance in obtaining social services for financial reasons when they needed professional care.
In our culture, if you go for counseling, you are crazy. It is taboo. But my son said, mom, if you need it, you go there. They are professional. I think it needs to be more accessible, a lot of people don't even know that there is a clinic there.
The people know a lot. They tell each other. You know, you can go here, and you can pay little by little. The people know.
Participants experienced fragmented communication in health care, which affected the care they received. Communication and therapeutic intervention were altered by frequent changes in interpreters, creating stress due to lack of consistency and limited time to build a relationship. Many found a growing number of Spanish speaking health care providers, nurses, and assistants in doctor's offices who accommodated them and made them more comfortable. Caring was perceived as "presence," "taking time with me," and "listening."
In the Dominican Republic, you see a doctor, and they take a history of your life. They take their time with the patient. Here, everything is mechanical, more than ever because of the computer. With the computer in front of them, they don't even look at your eyes. I feel as if . . . I don't know, as if they don't explore, they don't investigate, I can't explain it.
The participants were aware of hospital satisfaction surveys to give feedback and promote quality of care. They said that this is something new, but they think it helps to complete the surveys to get a better quality of care. D'Alonzo (2012) found that acculturation stress, lack of social support, and role overload were associated with lifestyle among Latinas who migrated to the United States, which posed limitations into their planned exercise activities. Role overload was described as "more tasks to do and less help with which to do them than in their home country" (p. 129). The women were less likely to have worked outside the home prior to immigrating to the United States, and work was a major source of stress for them now. They "lamented the loss" of their friends and extended family members who would have been a source of social support for them, especially with the added responsibilities of working outside the home. Similarly, this study revealed that a combination of these factors led to a more sedentary lifestyle that adversely affected women's physical activity and opportunities to optimize their health.
Discussion
The participants described a difference in the diet and quality of food between the Dominican Republic and the United States. Food in their native land was described as better because it is fresh and without preservatives found in American groceries. Sanou et al. (2014) suggested that migrants with low acculturation levels have healthier eating habits such as higher dietary fiber intake and lower dietary fat intake compared to those with higher levels of acculturation. Although their acculturation level was not measured, most of the participants in this study were living in a predominantly Dominican neighborhood, and they preferred to buy their food at the local Dominican tropical grocery and at the farmer's market when produce was affordable. It is possible that providing an affordable source of organic food, facilitating more bridges for social support within their community, and identifying pathways to professional mental health services will aid in reducing the level of stress in this group.
Several studies found the importance of family and relationships for social support, caring, and healing (Calzada, Tamis-LeMonda, & Yoshikawa, 2012; Holt, 2000; Schumacher, 2010) . Participants in this study expressed the same values and beliefs. They spoke about the power of family in healing, and a desire to involve the family in care and important decisions. They described family support as part of the treatment and healing process. Participants agreed that females manage the health of the family, they know the recipes for home remedies, and they are the most reliable source for advice for a health problem before one sees the doctor.
Study participants described beliefs supporting the finding of Florez et al. (2009) en la lucha, which is the ongoing coping process of persevering, dealing with, and fighting against adverse health and other events in which willpower and self-reliance to overcome hardships are expected. Strong spiritual beliefs and practices were reported among Dominicans that migrated to a new environment (Brooks, Laws, & Wilson, 2014; Stenquist et al., 2015) that were consistent with those of rural residents in the Dominican (Babbington, Kelley, Patsdaughter, Soderberg, & Kelley, 1999; Holt, 2000; Nui et al., 2011) . This study also supported the existence of these beliefs. These findings suggest that spiritual beliefs are deeply embedded in the Dominican culture. Implementing parish nursing and involving the priest for support and endorsement are possible ways to build trust with the community and increase the use of professional services. Leininger (1997) The findings of this study support reports that Dominicans used and strongly believed that prayers and herbal teas and natural home remedies were the first-line of defense against illness and disease and often delayed seeking professional care for this reason (Allen et al., 2000 , Fugh-Berman et al., 2004 , Leininger, 1997 , Ososki et al., 2002 , Schumacher, 2010 Vandebroek & Balick, 2014; Vandebroek et al., 2010) . Professional care providers must ask about the use of these remedies and consider this practice in their plan of care for migrant Dominicans. The participants felt that American doctors were quick to prescribe medication, but they preferred natural remedies or recommendations for a change in diet or lifestyle first. It was difficult for them to communicate their preference and valued traditions to their doctors. In contrast, they felt that doctors in the Dominican Republic spent more time with them, whom they perceived as caring for them and about them.
The findings from this study support the theory of culture care diversity and universality (Leininger, 1997 ) that predicts that if nurses fully understood generic care in different cultures and used it appropriately with professional care, one would find therapeutic or beneficial healing outcomes.
Limitations and Strengths
The limitations of this study include potential breach of confidentiality by other members of the focus group; the researcher working through an interpreter; and the bias of researcher. One cannot guarantee the behavior of other group members in revealing the discussion material outside the group. Group dynamics may have influenced the level of disclosure and comfort in group discussion. The limitation of using interpreters was minimized by carefully preparing them prior to commencement of the study and using debriefing discussions after the focus group sessions to improve the techniques for the next groups. In giving strength to the study, bilingual Dominican interpreters informed the researcher when questions were considered culturally inappropriate. Interpreters facilitated access to a group that was under represented in the literature due to linguistic barriers and allowed the researcher to have access to a wider range and number of participants. The fact that the researcher is not Dominican may have helped curb ethnocentric bias in this study. Leininger (1997) identified three action modes: (a) culture care preservation/maintenance that helps cultures preserve beneficial practices; (b) culture care accommodation or negotiation that helps people adapt or negotiate with others for culturally congruent or culturally responsive care; and (c) culture care repatterning/restructuring that helps people to change or restructure practices for beneficial outcomes. Table 4 lists strategies to improve professional health care for migrant Dominicans, using the concept of culturally responsive care and Leininger's three action modes.
Implications for Nursing Practice, Education, and Research
Based on the findings from this study, more research should be done with migrant populations in their native language to close the gaps in the literature. The detailed descriptions of demographic characteristics, and rich, thick descriptions of themes provide a basis for comparison of findings in future research and may be transferrable to similar communities of migrant Dominicans in other parts of the United States, to contribute to the body of transcultural nursing knowledge about this population.
The participants were predominately limited to an older group who lived in one urban geographic region in the northeastern region of the United States for many years. It is recommended that future study should include a younger age-group, or those who have migrated within 5 years, for comparative results. Comparative study of rural dwelling Dominican migrants in the United States would be instructive.
The results from this study supported findings from other studies and increased understanding of perspectives from this migrant Dominican population that were previously not well documented in the literature and may lead to more culturally responsive professional health care for Dominicans and help reduce health disparities in this group. Better understanding may improve the quality of care provided, improve patient-provider trust and communication, and help patients adhere to prevention and treatment plans.
This research contributes to meeting the objectives of Healthy People 2020 (Centers for Disease Control and Prevention, 2015) that include achieving health equity, eliminating disparities and improving health of all groups, creating social and physical environments that promote good health for all, and promoting quality of life, healthy development, and healthy behaviors across all life stages.
Author's Note
I am honored to give voice to what was told to me by the humble group of migrant Dominicans who came to teach me about themselves and their lives, their health-related beliefs and practices, and the ways that we can improve professional health care for Dominicans living in the United States.
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Culture care preservation/maintenance
• Plan a community garden for fresh organic food, outdoor activity, and socialization • Include the priest for endorsement and support of professional services • Use parish nursing for prevention and early intervention screening Culture care accommodation/negotiation
• Plan group walks, outings, or exercise classes to include family and friends for recreation, socialization, and motivation • Plan activities during time off from work to promote relaxation • Use church community members to help with transportation and care
• Make accommodations for the presence of prayer groups or prayer circles to promote healing • Educate professional care providers to learn about Dominican folk care practices in a nonjudgmental manner to determine what is being used to treat the current illness • Negotiate with Dominican clients who use medicinal tea, to limit tea consumption (certain amount per day) and also use pharmaceutical medicine concurrently Culture care repatterning/restructuring
• Hold open office hours, rather than specific appointments with care providers, to accommodate a more relaxed concept of time • Plan open screenings rather than private consultations, in church communities (blood pressure, diabetes, nutrition, social services) to accommodate family support • Include the family in planned interventions (teach care to family members vs. self-care)
• Publicize professional care services, especially for mental health, in churches and Dominican community gathering places like the tropical supermarket or the senior building • Use social workers to facilitate assistance with the cost of professional care and prescription medicine and publicize this in gathering places in the community • Use consistent interpreters or train and employ members of the Dominican community to translate for professional care providers • Allow Dominican clients to bring a personal advocate to translate • Increase awareness of caring practices among professional providers, such as "presence," and "spending time with me," and listening attentively, to build relationships with Dominican clients • Educate the professional care provider to be aware of verbal and especially nonverbal behaviors that communicate interest and respect for the Dominican client
